ON THE USE OF THE ABDOMINAL ROUTE FOR 
APPROACHING RECTAL TUMORS . 1 

By ROBERT ABBE, M.D., 

OF NEW YORK. 

It would simplify surgical work beyond the fondest hopes 
of the operator if exact lines of action could be defined for uni¬ 
fying methods of treating disease. But the more exact the 
study of each subject becomes, the more the operator finds that 
he may wisely choose between a variety of good methods, 
adapting one to the particular case in consideration. 

With much discrimination he must approach the question 
of the best method of removal of cancer of the rectum. Apart 
from the operative technique, the subject involves principles, 
such, for instance, as the advisability of lessening the local irri¬ 
tation of the disease precinct by diverting the channel of intes¬ 
tinal discharge to the groin; also, of diminishing the vascular¬ 
ity of the pelvic viscera by ligation, in the hopes of retarding 
recurrence; or, third, of the now accepted principle of the very 
widest possible removal of cancerous growths. 

The main question as to the relative value of the abdomi¬ 
nal route in the removal of rectal tumors requires a reminder, 
that the word rectum involves not the part only within reach 
of the digital examination per anum, but that portion lying in 
the hollow of the sacrum, which we are all familiar with, so 
beautifully displayed from within the abdomen when we place 
a patient in Trendelenburg’s position and see it almost wholly 
free, and covered by peritoneum in its upper part near the 
synchondrosis, but with less covering as it descends in .the 
hollow of the sacrum until at the bottom of the cul-de-sac it 
disappears into the cellular space below. At this point there 

1 Read before the American Surgical Association, June, 1902. 
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remains three and a half to four inches out of sight, between 
peritoneum and anus. 

It is the consideration of tumors of malignant nature in 
any portion of this tube that we are to discuss. By far the 
larger portion of such tumors are found near the anus, that is, 
roughly speaking, two-thirds do not involve the mucous mem¬ 
brane higher up than the peritoneal limit in their early growth, 
and of these there would be no difference of opinion the world 
over as to the wisdom of removing by the perineal route those 
which are found low down near the anal margin. It is with 
those which reach the limit of the peritoneum, or those which 
involve the rectum entirely above the lower cul-de-sac, that will 
admit of choice of method, and to remove which it has grown 
to be my conviction that one can best operate by the abdominal 
or the combined abdominal and perineal or sacral route. 

The results of operation on these cases so depend on other 
than mechanical means employed, that statistics are of much 
less value to us as surgeons than the technical considerations. 

In this matter I shall assume that we all have in mind 
that when cancer of the rectum is reported as cured by any 
method, it may be due less to the method than the fact that there 
was a big tumor all tuberous and nodular on the mucous coat, 
which would represent a comparatively simple affair, or a small 
infiltrating disseminated mass of the deeper wall, permeating 
the bladder or prostate, or attached to the sacrum. Therefore 
I shall for the moment discard statistics and appeal to princi¬ 
ples well recognized by operators of experience. 

What we all desire is a method of dealing with grave 
internal and high rectal growths with fullest assurance of 
safety to the patient, and best feeling of eradication, if such be 
possible. It has been my fortune to operate on many such by 
various methods, and to have had a growing dread of the per¬ 
ineal route except for the lowest tumors near the anus, until 
Kraske’s method gave such enormous advantages of accessi¬ 
bility and relative bloodlessness. 

In many of those, however, operated on by this method, 

I was impressed by the difficulty in starting the dissection by 
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liberating the rectum from the sacral hollow after the lower 
bone segments were removed. It often grows fixed and fast, 
and its removal in the face of haemorrhage often gives a very 
“ mussy ” operation (if I may so speak) in spite of one’s desire 
to make it clinically attractive. 

I was also impressed by the fact that the oblique cutting 
upward in the pelvis with scissors necessarily makes more 
haemorrhage and more jagged cuts than is desirable, and that 
above all, notwithstanding one’s best intention, there is uni¬ 
versally a tendency to cut off the healthy bowel nearer the dis¬ 
ease limit than is safe. This is doubly invited by one’s desire 
to get enough bowel to bring down to meet the anal margin, 
and by the fact that traction on the tumor stretches the healthy 
bowel, so that when cut off apparently an inch above the 
disease, the specimen shows only a quarter-inch of mucous 
membrane uninvolved. In the Kraske method one has to 
handle the cut end of rectum in the grasp of forceps, after 
removing the tumors, and considerable soiling of the wound 
is inevitable. 

I am sure we all have had the same experience, that the 
rectum above the peritoneal pouch will not always pull down 
as we wish it would, and we are tempted to cut up behind to 
liberate it, and usually cut more hasmorrhoidal vessels than is 
good for the vitality of the bowel, when additional traction 
is made on it. 

No one will deny that when we have carefully explored 
the rectal feeling of the tumors, we still have no knowledge 
of the intraperitoneal appearance, of the possible invasion of 
the peritoneal aspect of the tumor, nor of the location of the 
sacral lymphatics involved, nor can these be adequately appre¬ 
ciated until we have felt and seen them from above. 

From my experience thus far in several cases of rectal 
tumors operated upon from above, I am impressed with the 
wisdom of advocating the method of Quenu, of Paris, though 
I have not yet gone so far as to ligate bofh internal iliacs pre¬ 
liminary to removal. 

When the patient is in high Trendelenburg position and 
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the intestines are well out of the pelvis, the manipulation of 
the rectum is comparatively easy. 

This will be much enhanced if a liberal median incision 
in the abdomen has been made, and retraction is well main¬ 
tained. I have twice found a rectal obliterating carcinoma 
which, after excision from above, allowed union of the ends by 
Murphy’s button in one case and by suture in another with 
perfect results. 

The latter tumor was removed by cutting the peritoneum 
down either side of the rectum in the sacral hollow and across 
it in the cul-de-sac, thus allowing an easy cellular tissue 
pedicle for ligation. The lower cut end was too much buried 
for a button anastomosis, but after Maunsell’s suggestion, four 
heavy silk stitches united the two ends, and their ends, left 
long, were brought out of the anus so as to invaginate the 
upper into the lower, where a few peritoneal sutures held it. 
A small pelvic drain tube was left for security, and the result 
was admirable. 

One experience with an extensive growth of cancer of 
the lower rectum involving the base of the bladder and includ¬ 
ing prostate and vesiculse seminales, in which I approached it 
by the abdominal route, emphasizes some of the advantages to 
such an extent that I will speak of points that are noteworthy. 

The abdominal exposure being perfectly satisfactory as 
to position, light, retraction, etc., it is seen that several good 
sized lymphatic glands appear in the sacral hollow well above 
the growth. The upper margin of the hard tumor comes just 
above the peritoneal cul-de-sac. It is evident that if I excise 
the lower part only, I will leave some diseased lymphatics. 
Therefore I choose the upper part of the rectum near the brim 
of the pelvis, and pass two purse-string sutures of quite heavy 
black silk around it, piercing with the needle all coats of the 
bowel, and tightening these separately after cutting the bowel 
across, so as to invert each end by the purse-string. Then 
on cleansing these inverted stumps I have a perfectly clean 
pelvis in which to commence resection of the lower portion. 
Picking up the peritoneum at the side of the rectum above, a 
10 
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curved blunt scissors quickly and bloodlessly cuts the perito¬ 
neum down along each side of the rectum and across in front 
of it. The pelvic peritoneum being loosely attached, I can 
now readily strip’ out the rectum and its vessels and lymphatics 
by finger dissection' partly, and thus create an easy pedicle for 
ligation of the ntiddle luemorrhoidal artery and vessels. This 
proceeds with tittle-loss of blood until I reach down to near 
the coccyx. I regard the ligation of vessels from above as an 
important aid! At this juncture the dissection from the under 
surface of the bladder seems more difficult than it would be 
from perineal route, though one is pleased to see how readily 
one peels it down from the sacrum. I then pack gauze in the pel¬ 
vis, place the patient in lithotomy position on a high cushion, 
add finish the enucleation from below. 

The inverted stumps of the bowel certainly give much 
comfort in operating in a clean pelvis. The purse-string stitch 
iS the quickest method possible for closing a cut bowel end, and 
is one I have used in lateral anastomosis mostly, but shall 
always adopt it in this method for the rectum. 

The question of disposing of the upper stump is one that 
may well appeal for solution. Whether to put it on a severe 
stretch and attempt to bring it into a perineal or sacral wound, 
or to make at once a lateral inguinal colostomy, is a question. 
My own argument is for the latter for the following reasons: 

(1) In the combined method it settles at once all uncer¬ 
tainty and delay 'by having it brought out of an inguinal 
cut before the patient'leaves the Trendelenburg position, thus 
leaving the operator free to confine his whole thought to most 
thorough enucleation of the cancerous rectum. 

(2) It removes the anal discharges forever from the 
pelvis, and thus takes away one source of renewed irritation 
of any remaining cells of disease. 

(3) If the base of the bladder proves to be involved in 
the complete operation and a possible leakage occurs, the dan¬ 
gers of mixed urinary and faecal contamination are obviated. 

(4) The res'ults of newly established artificial ani in 
perineum or sacrum are such that continence of flatus and 
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faeces cannot usually be hoped for, even to as great an extent 
as in an inguinal colostomy, therefore, inasmuch as a T band¬ 
age or napkin will usually have to be worn, the inguinal has 
no disadvantage. 

(5) When then the operator begins with the idea of turn¬ 
ing the sigmoid colon end up into the groin permanently, he 
is much freer to dissect the highest part of the rectum and 
lower sigmoid with the haemorrhoidal vessels, and then clean 
out all infected lymphatics from the pelvis, ab initio. 

The operation as a whole is thereby simplified and abbre¬ 
viated, as well as made more thorough. 

(6) The great majority of cases with return of disease 
ultimately require artificial anus, and it should be anticipated 
in all by this preparation. 

In conclusion, I would say that, first, operative method 
for cancer in different parts of the rectum must still be elec¬ 
tive; there is no one method that applies to all. The perineal 
route is still the most available for very limited and very low 
down growths. The Kraske sacral method is available for a 
moderate number of growths which exhibit slight malignancy 
as to infiltration, and are not more than a short finger length 
within the anus. But the abdominal method combined with 
those just mentioned more nearly meets the present attitude of 
surgery in seeking as wide and thorough extirpation as possible 
for malignant growths. 

Second, the artificial inguinal anus had best always be 
made at the time of operation, and need not be done before¬ 
hand. 

Third, when the section of the rectum is made well up to 
the sigmoid, the ends of the severed gut should be inverted 
by a stout silk purse-string suture for more perfect cleanliness 
and handling. 



